To describe the development, validation, and findings of a patient experience questionnaire across 7 types of residential and ambulatory mental health care services. Thirty-five items were hypothesized to cover information, participation, therapeutic relationship, personalized care, organization and collaboration, safety, patient rights, outcomes of care, and discharge preparation and after-care. Also included were 2 overall rating items (scoring and recommending the organization). This Dutch questionnaire was applied in 79 organizations in Belgium (N patients = 5,168).
| INTRODUCTION
Evaluating overall and specific patient experiences with care was put high on the agenda after Donabedian's (1988) transformative ideas on how to assess the quality of care. By now, measures of patient experiences with health care are widely used for ranking, public reporting, and value-based purchasing in general hospitals (Delnoij, 2009; Giordano, Elliott, Goldstein, Lehrman, & Spencer, 2009 ). Several studies in this setting have linked patient experiences to other dimensions of quality (Aiken et al., 2012; Bruyneel et al., 2015; Jha, Orav, Zheng, & Epstein, 2008) . Also in mental health care settings associations between patient experiences and objective quality measures have been shown. In the United States, better experiences were linked with higher follow-up rates, promptness of follow-up, and continuity of outpatient care (Druss, Rosenheck, & Stolar, 1999) , as well as with appropriate technical quality of care (Edlund, Young, Kung, Sherbourne, & Wells, 2003) . Patients staying at psychiatric wards in general hospitals in France who had higher satisfaction rates about their treatment reported higher levels of quality of life and scored higher on treatment adherence (Zendjidjian et al., 2014) . In Belgium, higher perceived patient involvement was found to be related to better patient experiences (Tambuyzer & Van Audenhove, 2015) . The National Institute of Health and Care quality standard on service user experience in adult mental health services includes 15 quality statements. All explicitly refer to generating evidence from experience questionnaires to measure progress (National Institute for Health and Care Excellence, 2011) .
Though the studies mentioned above show the importance of measuring patient experiences in mental health care, no studies have so far constructed a measure of patient satisfaction mapping both global patient satisfaction and specific aspects of patient experiences (as suggested by Donabedian) in a methodologically sound way that involved patients and other stakeholders. Additionally, existing questionnaires are often specifically designed for specific types of mental health services. In the United Kingdom for example, the National Health Service (NHS) Community Mental Health Survey is one of the most widely used questionnaires but focuses on one specific type of mental health service solely (Picker Insititute, 2016) . In France, a recently developed questionnaire focuses on hospitalized patients (Zendjidjian et al., 2015) . In this study, we describe the development, validation, and detailed findings of a cross-sectoral patient experience questionnaire in Flanders, Belgium. These efforts are embedded in a region-wide quality improvement initiative initiated in 2016. This initiative aims to implement a core set of quality indicators to create transparency to the public and enhance quality of mental health care.
Professionals, patients, and mental health care organizations have initiated the development of five indicators that are specific and relevant to both residential and ambulant care: presence of peer workers, a suicide prevention policy, a complete medication order, timely ambulant contact after discharge, and, as described in this study, patient experiences with care (Flemish Government, 2016) .
| METHODS

| Questionnaire development
Thirty-six validated patient-experience questionnaires were identified through a scoping literature review. Patient representatives and health care professionals from all types of mental health services in Flanders were invited to separate focus group-type brainstorm sessions about the quality of mental health care. Six patient representatives and 18 professionals participated in 2-hr sessions, which were moderated by two staff members with an academic background working at the Flemish Patient Platform. Patient and stakeholder participation has previously been shown to be an excellent approach for guiding quality indicator selection (Baribeau, Wong, Monga, Pignatiello, & Ickowicz, 2016) . Our approach resulted in a master list of 1,074 items. The same two staff members independently excluded items lacking clarity, items not applicable to the Flemish context, and items not applicable to all types of mental health services.
Next, health care professionals from all types of mental health services selected in two Delphi-rounds (n in round 1 = 60; n in round 2 = 52) 63 of the remaining items as relevant. Forty-eight patient representatives subsequently selected 37 of 63 items as both relevant and important. Last, health care professionals and patient representatives finalized the questionnaire. Special attention was given to patient representatives' suggestions on clear wording of the items. The first version of the Flemish Patient Survey of Mental Healthcare includes 8 demographic items, 2 items reflecting global rating, and 35 core questions hypothesized to measure nine domains: information about mental health problems and treatment, participation, therapeutic relationship, personalized care, organization of care and collaboration between professionals, safe care, patient rights, result and evaluation of care, and discharge management and aftercare. Response categories for all items were "never," "sometimes," "mostly," and "always," except for the two items of discharge management which were scored as "yes" or "no." All items for the nine domains are shown in Table 4 in the results section. The two global rating items are overall rating of the organization (scored from "0" to "10"), and willingness to recommend the organization ("definitely yes," "probably yes," "probably no," "definitely no"). Demographic items included gender, living situation, age, treatment duration, work situation, health status, education and language. Questionnaire language was Dutch.
| Setting and participants
A call for participation was launched by the Flemish Patient Platform and a convenience sample of 79 organizations was obtained. Adult patients admitted to one of the types of mental health care services (Table 1) were invited to participate to the study. Patients could only complete the questionnaire after at least 4 days of admission (psychiatric hospital, general hospital psychiatric ward, psychosocial rehabilitation, and psychiatric nursing home) or at least four sessions or contacts (sheltered housing, ambulatory public funded mental health services, and assertive community teams). Non-Dutch speaking patients were excluded. Also, since our focus was on organizations, patients treated by a self-employed caregiver who did not link to a mental health care service were excluded. Last, patients were excluded if they were cognitively unable to complete the questionnaire. Data collection took place in April 2016. Participation was voluntary, without financial incentives, and respondents were guaranteed anonymity. ▪ Psychiatric hospitals provide specialized long-term (>3 weeks) residential psychiatric care. ▪ General hospital psychiatric wards provide short-term (<3 weeks) residential psychiatric care to adults (>16 years) having a psychiatric crisis. ▪ Sheltered housing offers support for patients with a long-term psychiatric condition who live independently in the organization's property. ▪ Psychiatric nursing home offers 24-hr support for patients with a long-term but stabilized psychiatric condition.
Ambulatory care ▪ Ambulatory public-funded mental health services offer various type of care, all through consultation and coaching only by appointment. ▪ Psychosocial rehabilitation offers support for patients with the objective of resocialization. ▪ Assertive community teams (mobile teams) offer intensive and highly integrated psychiatric support to outpatients in their home environment.
Ethical approval was provided by the Medical Ethics Committee KU Leuven and all local ethics committees of participating organizations.
| Process evaluation
Following administration of the questionnaire, a process evaluation was organized among all participating organizations. A web questionnaire was used to focus on organizations' endorsement of the questionnaire, the full process from distributing the questionnaire among patients to uploading data to the data warehouse, and implementation of the questionnaire in the long term.
| Statistical analysis
We determined the construct-relevant dimensionality of our questionnaire items and assessed whether this dimensionality fits our population and allows comparison of subgroups of our population. This was done in three steps.
In step 1, we assessed multidimensionality from various angles through exploratory structural equation modelling (ESEM) and bifactor ESEM (B ESEM). ESEM is a more recently introduced technique that allows exploratory factor analysis to combine with aspects of structural equation models (Asparouhov & Muthén, 2009) . We opted for an ESEM approach instead of regular exploratory factor analysis as we anticipated that we would need to overcome restrictions from our subsequent confirmatory factor analysis (Marsh, Morin, Parker, & Kaur, 2014) . This would not turn out to be the case.
Bifactor analysis (Jennrich & Bentler, 2011; Reise, 2012) was added within the ESEM approach. This allows observed items to have two sources of common variation, that is, a general factor that explains item intercorrelations and a number of specific factors that capture the item covariation that is not explained by the general factor. ESEM and B ESEM were conducted on a random split-half sample, stratified by type of service.
In step 2, an independent cluster confirmatory factor analysis (ICM-CFA) was used to investigate whether the established ESEM dimensionality and factor-loading pattern fit the holdout sample (i.e., the other half of the sample).
In step 3, also in the holdout sample, we assessed measurement invariance across type of service and patient characteristics. This was to evaluate whether the same model fit the data across groups of our population. We did not study invariance across Dutch and nonDutch speaking patients because of the low proportion of non-Dutch speaking patients. For the other groups, we first assessed model fit in each group separately. We then conducted multiple group ICM-CFA to assess various types of invariance (Steenkamp & Baumgartner, 1998) . Configural invariance pertains to showing the same pattern of association between items and factors, and the same number of factors. In this model, factor loadings and thresholds are free across groups. Metric invariance refers to equality of factor loadings. Scalar invariance refers to equality of factor thresholds and is a requirement for drawing meaningful comparisons across groups. Since several groups did not contain all values for multiple items, all items were dichotomized. To be consistent in our approach and interpretation, this was done throughout all three steps described above. For ESEM and B ESEM, we used weighted least squares estimation using delta parameterization and oblique Crawford-Furguson-quartimax rotation and oblique bifactor Crawford-Furguson-quartimax rotation, respectively.
For multiple-group ICM-CFA, we used weighted least squares estimation using delta parameterization. In this case, only the configural and scalar models are considered since the metric model is not identified.
For identification purposes, in multiple-group analyses factor variances and latent means were fixed to be 1 and 0, respectively (Muthén & Muthén, 2012) . Model fit evaluation was based on Hu and Bentler's (1999) cutoff criteria and Chen's (2007) allowed changes in these fit indices when studying invariance for the comparative fit index (Bentler, 1990 ; ranges between 0 and 1; reasonable if >.90 and very good if >.95; change of ≥−.01 indicates noninvariance, and comparative fit index is the main criterion for assessing change), the TuckerLewis index (Tucker & Lewis, 1973 ; ranges between 0 and 1; reasonable if >.90 and very good if >.95), and the root mean square error of approximation (Steiger, 1990 ; ranges between 0 and 1; reasonable if <.08 and very good if <.05; change of ≥.015 indicates noninvariance).
Criterion validity was assessed using multilevel logistic regression analysis to estimate the association between factors and global rating of the hospital. Patient clustering within organizations was taken into account through random intercepts for organizations. Subscales were calculated on the basis of top-box scores (for the items that in ESEM showed to have a factor loading larger than .300; as a rule of thumb, interpretation was also theory driven) and which showed no high cross loadings-also note that this dimensionality was confirmed in ICM-CFA and multiple-group ICM-CFA. In the logistic model, these subscales were operationalized as the sum of top-box scores. For example, for a subscale with four items, if a patient responded "always" to two of four items, 2 was included as a value for the covariate. Only patients who completed all items for a given subscale were included in the analysis. For descriptive analyses, for a subscale with four items, top-box scores were calculated as the average percentage of patients that responded "always" to the four items. The top-box percentage would be 30% if 20% of patients rated "always" to item 1, 25% rated "always" to item 2, 35% rated "always" to item 3, and 40% rated "always" to item 4. Global rating was operationalized as overall rating (dichotomized "9" and "10" as 1 versus "0" to "8" as 0) and willingness to recommend the organization (dichotomized "definitely yes" as 1 versus "probably yes"; "probably no" and "definitely no" as 0). In a hospital setting, these cut points for overall ratings have been found to relate well to structures and process of care (Aiken et al., 2012; Bruyneel et al., 2015; Jha et al., 2008) . These top-box scores and cut points are also Mplus version 7.1 was used to estimate structural equation models (Muthén & Muthén, 2012) . The descriptive analysis and multilevel regression analysis for this paper were generated using SAS soft- 
| Process evaluation
Fifty-seven organizations participated. All types of sectors were represented. Fifty-six of fifty-seven respondents indicated their role in the organization: board of directors (n = 7), staff members (n = 38), direct patient care (n = 4), nurse managers (n = 3), quality coordinators (n = 2), medical secretary (n = 1), and psychologist (n = 1).
Respondents appreciated clear communication about the objectives and contents of the questionnaire, the clear inclusion and exclusion criteria, and questionnaire length. Many reported a strong engagement of everyone involved within the organization for aiding in data collection. All organizations confirmed that only patients meeting the inclusion and exclusion criteria completed the questionnaire.
However, one organization reported that it had provided a questionnaire to non-Dutch speaking patients, without indicating in which other languages it provided the questionnaire, and another indicated that also minors (adolescents) completed the questionnaire. These records were excluded from the analysis above. Informed consent procedures were viewed as too complex. Contrary to its objective, this led to suspicion about anonymity, which was reported as one of the main reasons not to complete the questionnaire. Across all sectors, organizations indicated that various types of patients received help to complete the questionnaire, and that only a Dutch version of the questionnaire is too restrictive. Post data collection, participants said that manual input was too time-consuming. This related to the main negative point, mentioned by a number of organizations, which was the short time span in which the data collection and uploading needed to be completed. Whereas several organizations indicated that they would prefer continuous measurement of each discharged patient, a large majority (n = 35, 64%) indicated that it would not be possible to do two rounds a year. This would be too expensive and time-consuming. Regarding the contents of the questionnaire, multiple residential care organizations indicated that questions on the hotel functions of the organization would be a welcome addition. It was also mentioned several times, across various types of sectors, that more differentiation in the word hulpverlener (caregiver) was requested by patients. That is, they lacked specific questions about nurses, psychologists, psychiatrists, and other types of mental health care professionals.
| Sample
Five thousand one-hundred sixty-eight participants from 79 organizations completed the questionnaire. Table 2 shows the number of organizations and number of participants across types of services. It is also shown that, while there are more female respondents in psychiatric wards in a general hospital, ambulatory public-funded mental health services and assertive community teams, the inverse is observed for psychiatric nursing homes, sheltered housing, and psychosocial rehabilitation. Responses to living situation, age, treatment duration, and work situation are as expected for the type of service. Compared to other types of services, a far greater proportion of participants in long-term care rated their health status as excellent. Large differences were also seen for education levels. Participants treated in a community mental health service were far more likely to report having obtained a university degree. Almost all participants were native Dutch speakers. Table 3 presents the goodness-of-fit indices associated with the factor analyses.
| Construct validity
In our exploration of dimensionality (step 1), both ESEM and B ESEM showed an excellent fit for a solution with nine factors. Inclusion of less or more factors did not improve model fit nor did it improve interpretability of the factors. B ESEM displayed the best representation of the data and all items had a strong factor loading on the general factor. However, model fit was only marginally better compared to the ESEM solution, and the inclusion of the general factor slightly distorted the loadings of the specific factors. Table 4 displays the standardized factor loading pattern from ESEM analysis with nine factors. Our psychometric multidimensionality consists of nine specific factors that partly overlap with the nine hypothesized factors and cover 29 of 35 items. Most notable about the factor structure was that (a) two factors originated from the items measuring organization of care and collaboration between professionals. Organization of care in addition included item 26, which dealt with the same topic but was hypothesized to measure safe care; (b) item 34 was hypothesized to measure discharge management but also strongly loaded on the factor participation, which, in hindsight, was not surprising given the wording of the item; (c) item 28 was hypothesized to measure patient rights, but again the wording was closely related to that used in another factor, namely, therapeutic relation; (d) there was no clear distinction between the hypothesized factors of results and evaluation of care, and discharge management and aftercare. Items 5, 8, 11, and 33 were excluded from the dimensionality because of low loadings, and items 25 and 34 were excluded because of high cross loadings.
In step 2, ICM-CFA confirmed the ESEM-based dimensionality presented in Table 4 for the holdout sample.
In step 3, ICM-CFA and multiple group ICM-CFA, also for the holdout sample, showed an excellent fit to the data and supported both configural and scalar invariance of the ESEM factor structure across type of service and patient characteristics previously presented in Table 2 . Table 5 displays further information on these factors.
| Criterion validity
Items are organized into factors suggested by ESEM and reproduced by (multiple group) confirmatory factor analysis (column 1).
The respective number of items is shown as well as the corresponding items from Table 4 (column 2).
The third column shows the number of respondents who completed all items for the specific factor, with participation and evaluation and aftercare showing a clearly higher number of missing values.
The fourth column displays the overall top box percentage. Less than 4 in 10 patients (36.9%) gave the organization a 9 or 10 but about half of the patients (53.3) would definitely recommend the organization. Variation across and within the various types of services is shown in columns 5 to 11.
The three columns on the right list the odds ratios (all p < .001) for the association between the top box responses and the two global ratings. By way of example, compared to patients with no top box ratings, if patients have one or two top box ratings for the subscale reflecting participation, the odds of rating the organization 9 or 10 are 2.41 and 5.42, respectively. In most cases, the odds for rating the organization are higher compared to the odds for recommending the organization. A sensitivity ICM-CFA analysis was conducted in which the two global rating items were regressed on the nine hypothesized factors treated as latent variables, confirming the above findings.
The middle part of Table 5 presents findings for the six items that were excluded from the dimensionality. This illustrates that also for these items there is large variation across and within type of service.
Also, these items are related to global ratings.
| DISCUSSION
We developed a questionnaire with overall ratings and multiple factors capturing specific aspects of patient experiences with mental health care, identified by patients as important quality aspects, and allowing comparison across various types of services and patient characteristics.
The latter was assessed through a series of factor analytic models assessing multidimensionality and measurement invariance. In many studies, the multiple group ICM-CFA approach applied here would lead Notes. B ESEM = bifactor exploratory structural equation model; CFI = comparative fit index; ESEM = exploratory structural equation model; ICM-CFA = independent cluster model confirmatory factor analysis; RMSEA = root mean square error of approximation; TLI = Tucker-Lewis index. Notes. F1-F9 = specific factors 1 to 9. Wording of the questionnaire items slightly varied across types of services. Questionnaire items referred to the specific setting where the patient was treated. In the version for sheltered housing and psychiatric nursing homes, "caregivers" was replaced by "mentors" and "treatment" was replaced by "mentoring program." Bold items: factor loading larger than .300 and no cross loadings larger than .300. Items are arranged according to the hypothesized dimensions. In the Community Mental Health Survey, a cut point of 7 instead of 9 is used. In 2016, 65% evaluated their overall experiences with a score of 7 or above (National Health Service Care Quality Commission, 2016). A sensitivity analysis for our data showed that 86% evaluated their overall experiences with a score of 7 or above.
For these overall ratings and the specific subscales, ambulatory public-funded mental health services scored consistently highest and had lowest variation between organizations. Psychiatric hospitals and psychiatric nursing homes scored lowest but always included organizations that scored among the best in the total sample. Room for improvement is high for all subscales but particularly for information about mental health problems and treatment, for patient rights, and for collaboration between professionals. Our process evaluation and experience during feedback to participating organizations highlighted that participating organizations are eager to continue measuring patients' experiences with mental health care and initiate a learning community. Several organizations would appreciate the availability of the questionnaire in languages other than Dutch to include a higher number of patients. It would be desirable to collaborate with Frenchspeaking organizations in using one standardized instrument for the Belgian population. A core indicator set on the national level would also be required if it comes to pay-for-performance initiatives, which are currently being introduced in general hospitals and where the same issues on cross-regional availability of valid and reliable quality indicators present an issue yet to be resolved. Pay-for-performance was recently shown not to have positively impacted patient experiences in general acute hospitals (Figueroa, Tsugawa, Zheng, Orav, & Jha, 2016 ). This is not surprising, since designing specific interventions to improve patient experience in daily practice is a yet to be accomplished mission. Two systematic reviews recently concluded that actual interventions to improve patient experiences are rare (Davidson et al., 2016; Gleeson et al., 2016) . Also in Belgium, patient experiences, although frequently measured, have not been part of any formal quality improvement method. With this validated questionnaire, we aim for patient experiences to play a major role throughout quality improvement initiatives in mental health care.
A first limitation of this study is that no response rates were reported. Future data collection efforts will include such information and predict hypothetical experience of nonrespondents to estimate the impact of response rates. A study in English NHS hospitals found that hospitals with higher response rates have better patient experience scores (Saunders, Elliott, Lyratzopoulos, & Abel, 2016) . Second, case-mix adjustment is important to allow for fair comparisons across organizations, also in mental health care services (Köhler, Unger, Hoffmann, Steinacher, & Fydrich, 2015) . Particularly in this cross-sectoral study that showed large differences in patient characteristics across types of services, more evidence on the impact of case-mix needs to be generated. Third, further testing of the psychometric properties, for example, an assessment of test-retest reliability of the questionnaire for evaluation of short-and long-term reliability should be assessed, again in each type of service.
In conclusion, our systematic approach including patient involvement from the very beginning resulted in a questionnaire instrument that supports comparisons across various types of mental health care organizations and patient groups. In general, patient experiences with
Belgian mental health care seem poor. Although the measurement of patient experiences is in itself an accomplishment and learning collaboratives might lead to quality improvement, there is an urgent need for making the right choices in designing robust interventions to improve patient experiences.
